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ealth care policy often shifts when the coun-

try’s leadership changes. That was true when

[ took office, and it will likely be true with
President-elect Donald Trump. I am proud that my

administration’s work, through the
Affordable Care Act (ACA) and
other policies, helped millions
more Americans know the secu-
rity of health care in a system
that is more effective and effi-
cient. At the same time, there is
more work to do to ensure that
all Americans have access to high-
quality, affordable health care.
What the past 8 years have taught
us is that health care reform re-
quires an evidence-based, careful
approach, driven by what is best
for the American people. That is
why Republicans’ plan to repeal
the ACA with no plan to replace
and improve it is so reckless.
Rather than jeopardize financial
security and access to care for
tens of millions of Americans,
policymakers should develop a

N ENGL ) MED 376;4 NEJM.ORG JANUARY 26, 2017

plan to build on what works be-
fore they unravel what is in place.

Thanks to the ACA, a larger
share of Americans have health
insurance than ever before.! In-
creased coverage is translating
into improved access to medical
care — as well as greater finan-
cial security and better health.
Meanwhile, the vast majority of
Americans still get their health
care through sources that predate
the law, such as a job or Medi-
care, and are benefiting from im-
proved consumer protections, such
as free preventive services.

We have also made progress in
how we pay for health care, in-
cluding rewarding providers who
deliver high-quality care rather
than just a high quantity of care.
These and other reforms in the
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ACA have helped slow health care
cost growth to a fraction of his-
torical rates while improving
quality for patients. This includes
better-quality and lower-cost care
for tens of millions of seniors, in-
dividuals with disabilities, and
low-income families covered by
Medicare, Medicaid, and the Chil-
dren’s Health Insurance Program.
And these benefits will grow in
the years to come.

That being said, I am the first
to say we can make improvements.
Informed by the lessons we’ve
learned during my presidency, I
have put forward ideas in my
budgets and a July 2016 article? to
address ongoing challenges —
such as a lack of choice in some
health insurance markets, premi-
ums that remain unaffordable for
some families, and high prescrip-
tion-drug costs. For example, al-
lowing Medicare to negotiate drug
prices could both reduce seniors’
spending and give private payers
greater leverage. And I have always

297

Downloaded from nejm.org by Diane Gullett on January 1, 2023. For personal use only. No other uses without permission.
Copyright © 2017 Massachusetts Medical Society. All rights reserved.



PERSPECTIVE

298

welcomed others’ ideas that meet
the test of making the health sys-
tem better. But persistent partisan
resistance to the ACA has made
small as well as significant im-
provements extremely difficult.

Now, Republican congressional
leaders say they will repeal the
ACA early this year, with a prom-
ise to replace it in subsequent
legislation — which, if patterned
after House Speaker Paul Ryan’s
ideas, would be partly paid for by
capping Medicare and Medicaid
spending. They have yet to intro-
duce that “replacement bill,” hold
a hearing on it, or produce a cost
analysis — let alone engage in
the more than a year of public
debate that preceded passage of
the ACA. Instead, they say that
such a debate will occur after the
ACA is repealed. They claim that
a 2- or 3-year delay will be suffi-
cient to develop, pass, and imple-
ment a replacement bill.

This approach of “repeal first
and replace later” is, simply put,
irresponsible — and could slowly
bleed the health care system that
all of us depend on. (And, though
not my focus here, executive ac-
tions could have similar conse-
quential negative effects on our
health system.) If a repeal with a
delay is enacted, the health care
system will be standing on the
edge of a cliff, resulting in un-
certainty and, in some cases,
harm beginning immediately. In-
surance companies may not want
to participate in the Health Insur-
ance Marketplace in 2018 or may
significantly increase prices to
prepare for changes in the next
year or two, partly to try to avoid
the blame for any change that is
unpopular. Physician practices may
stop investing in new approaches
to care coordination if Medicare’s
Innovation Center is eliminated.
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Hospitals may have to cut back
services and jobs in the short run
in anticipation of the surge in un-
compensated care that will result
from rolling back the Medicaid
expansion. Employers may have
to reduce raises or delay hiring to
plan for faster growth in health
care costs without the current
law’s cost-saving incentives. And
people with preexisting condi-
tions may fear losing lifesaving
health care that may no longer
be affordable or accessible.

Furthermore, there is no guar-
antee of getting a second vote to
avoid such a cliff, especially on
something as difficult as com-
prehensive health care reform.
Put aside the scope of health care
reform — the federal health care
budget is 50% bigger than that
of the Department of Defense.?
Put aside how it personally
touches every single American —
practically every week, 1 get letters
from people passionately sharing
how the ACA is working for them
and about how we can make it
better. “Repeal and replace” is a
deceptively catchy phrase — the
truth is that health care reform
is complex, with many interlock-
ing pieces, so that undoing some
of it may undo all of it.

Take, for example, preexisting
conditions. For the first time, be-
cause of the ACA, people with
preexisting conditions cannot be
denied coverage, denied benefits,
or charged exorbitant rates. I take
my successor at his word: he wants
to maintain protections for the
133 million Americans with pre-
existing conditions. Yet Republi-
cans in Congress want to repeal
the individual-responsibility por-
tion of the law. I was initially
against this Republican idea, but
we learned from Massachusetts
that individual responsibility,
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alongside financial assistance, is
the only proven way to provide
affordable, private, individual in-
surance to every American. Main-
taining protections for people
with preexisting conditions with-
out requiring individual respon-
sibility would cost millions of
Americans their coverage and
cause dramatic premium increas-
es for millions more.* This is just
one of the many complex trade-
offs in health care reform.

Given that Republicans have
yet to craft a replacement plan,
and that unforeseen events might
overtake their planned agenda,
there might never be a second
vote on a plan to replace the ACA
if it is repealed. And if a second
vote does not happen, tens of
millions of Americans will be
harmed. A recent Urban Institute
analysis estimated that a likely
repeal bill would not only reverse
recent gains in insurance cover-
age, but leave us with more unin-
sured and uncompensated care
than when we started.’

Put simply, all our gains are at
stake if Congress takes up repeal-
ing the health law without an
alternative that covers more Amer-
icans, improves quality, and makes
health care more affordable. That
move takes away the opportunity
to build on what works and fix
what does not. It adds uncertainty
to lives of patients, the work of
their doctors, and the hospitals
and health systems that care for
them. And it jeopardizes the im-
provements in health care that
millions of Americans now enjoy.

Congress can take a responsi-
ble, bipartisan approach to im-
proving the health care system.
This was how we overhauled
Medicare’s flawed physician pay-
ment system less than 2 years
ago. I will applaud legislation
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that improves Americans’ care,
but Republicans should identify
improvements and explain their
plan from the start — they owe
the American people nothing less.

Health care reform isn’t about
a nameless, faceless “system.” It’s
about the millions of lives at stake
— from the cancer survivor who
can now take a new job without
fear of losing his insurance, to
the young person who can stay
on her parents’ insurance after
college, to the countless Ameri-
cans who now live healthier lives
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thanks to the law’s protections.
Policymakers should therefore
abide by the physician’s oath:
“first, do no harm.”
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hould patients’ cognitive func-

tion be weighed in the alloca-
tion of scarce organs? This ques-
tion has been raised by several
highly publicized cases that, on
October 12, 2016, culminated in
30 members of the U.S. Congress
petitioning the Department of
Health and Human Services to
“issue guidance on organ trans-
plant discrimination with regards
to persons with disabilities.” In
one such case, Amelia Rivera, a
3-year-old with Wolf~Hirschhorn
syndrome, was denied a kidney
transplant in 2012 because of her
severe cognitive impairment. She
later received a kidney after her
mother successfully coordinated
an online campaign. That same
year, Paul Corby, a 23-year-old
with autism, was permanently de-
nied heart transplantation.

Proponents of transplantation
for such patients argue that cog-
nitive function should not be a
basis for allocating organs be-
cause it allows health care pro-
viders to decide that some lives
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are more valuable than others.
Opponents believe that cognitive
impairment is one of several legit-
imate criteria on which allocation
decisions may be based. Because
organs are scarce, a decision to
transplant one into a patient with
cognitive impairment will often
mean that another patient with
no (or milder) impairment will
die for lack of a transplant. Fur-
thermore, difficulties in following
postoperative recovery programs
and adhering to immunosuppres-
sive regimens could limit the ben-
efits of transplantation for cogni-
tively impaired patients.

This debate raises several im-
portant questions. First, should
judgments regarding the quality
of the life to be gained through
transplantation be considered in
allocating scarce resources? It is
well established that equity and
efficiency are the cornerstones of
just allocation systems.! Equity
means that persons with similar
claims on a resource have similar
chances of receiving it. Efficiency
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requires that an allocation strat-
egy maximize the benefits to be
gained from a scarce resource.
In this regard, both the number of
lives saved and the life-years to be
gained merit consideration. Less
clear, however, is how to weigh
the quality of those lives and life-
years.

It is largely outside the pur-
view of clinicians to make value-
sensitive decisions. We would
therefore argue that transplant
centers should not consider qual-
ity of life in deciding whom to
place on transplant waiting lists.
However, there are factors other
than quality of life that clini-
cians do need to consider in de-
ciding whether to allocate organs
to patients with cognitive impair-
ment. For example, there’s a broad
spectrum of cognitive impair-
ment, and we think it is appro-
priate to deny organs to patients
in persistent vegetative states. The
justification for doing so, how-
ever, is not that their lives are in-
trinsically less valuable, but rather

299

Downloaded from nejm.org by Diane Gullett on January 1, 2023. For personal use only. No other uses without permission.
Copyright © 2017 Massachusetts Medical Society. All rights reserved.



